ABSTRACT
INTRODUCTION
According to Allport [1, 2] , humans use religion for the realization of their purposes. He [1, 2] believes that internal religious orientation involves practicing religion for its sake as well as integrating it with all areas of life. And it is associated with a lesser tendency to be prejudiced, lower levels of dogmatism and impulsivity, reduced fear of death, as well as increased levels of life satisfaction and more frequent prosocial behaviors. There are two types of religiousness regarding its motives: internal (associated with full commitment and dedication) and external (associated with satisfying other needs) [1, 2] .
According to Thorson and Powell [3] , experiencing diseases, problems and conflicts become an opportunity to become more patient, absorbed in prayer and united with God, and the identification with the will of God brings the feeling of calm, reprieve and safety. According to Flannelly et al. [4] and Kinney et al. [5] , people who are more religious show a higher tendency towards healthy behaviors, such as not smoking and alcohol abstinence. Koenig et al. [6] showed in their studies conducted in the elderly that religious behaviors, spiritual attitudes, and experiences were common in this population and were associated with stronger social support and enhanced mental health. Religiousness and focusing on spiritual values had effects not only on mental but also physical health, as evidenced by a positive influence of broadly understood religiousness on conditions such as hypertension, cancer, and longevity [7] [8] [9] [10] .
According to Pargament [11] , religion may be particularly valuable in situations where personal and social coping resources become exhausted, and a man faces his limitations. Barnes [12] believes that suffering is a common ground for spirituality, religiousness, and medicine. Kinney et al. [5] showed in their studies in patients with colon cancer that awareness of religious affiliation was a prognostic factor for longer life expectancy, whereas poor emotional support increased disease progression. Studies by Bjorck and Cohen [13] confirm that religious coping with stress is a specific strategy, different from other task-oriented or emotionally oriented strategies. On the other hand, Feifel [14] found no effects of religion on the fear of death, both conscious and unconscious, in his studies in terminally ill patients and healthy individuals. According to Lazarus [15] , Religion is also a factor that reduces depression, and those aware that they fully agree with God's will are less prone to depression when facing unfavorable circumstances.
The aim of the study was to evaluate the effects of religious beliefs on the assessment of nurses' work in the perception of patients, nursing students, and nurses.
MATERIALS AND METHODS
The study was conducted in 2010-2011, after approval No. R-I-002/244/2009 was obtained from the Bioethics Committee of the Medical University of Bialystok. The study included 150 professionally active nurses, 150 nursing students, and 150 patients. A total of 160 questionnaires were distributed among nurses, and 150 were used in the study. A total of 180 questionnaires were distributed among students and patients, and 150 questionnaires from each group were used in the study.
The study used a diagnostic survey method based on a three-part questionnaire:
• I -general part related to age, sex, and place of residence • II -consisting of self-assessment questions about religiousness • III -consisting of 14 self-assessment questions about the effects of religion on nurses' professional tasks
RESULTS
The study group included 33.3% of nurses aged 20-30 years, 32.7% aged 31-40, 32% aged 41-50, and 2% aged 51-60 years. Young people under 20 years of an age dominated in the study population of students (47.3%). Respondents aged 21-29 years accounted for 28%, 30-39 years for 7.3%, 40-49 for 14.7%, and 50 and older for 2.7% of respondents. Subjects aged over 50 years (almost 60% of respondents) dominated in the patient population. Respondents under 20 years old accounted for 0.7% of the population, 21-30 years for 11.3%, 31-40 for 9.3%, 41-50 for 16%, 51-60 for 22.7%, 61-70 for 25.3%, and over 70 for 14% of the study population. Only 0.7% of respondents did not state their age. Females dominated among the respondents (94.7%). Males accounted for only 5.3%. The study population of patients included 39.3% of males and 59.3% of females, and 1.3% of respondents did not state their sex. City dwellers accounted for 77.3%, while residents of rural areas for 17.3% of respondents from the group of nurses. 5.3% of respondents did not mention the place of residence. Most of the surveyed students came from urban areas (61%), and 33% from rural areas. Similarly, most of the surveyed patients came from urban areas (63%), 35 .3% from rural areas, and 2% did not mention their place of residence.
In a self-assessment of religiousness, 83.5% out of 450 respondents declared themselves as believers and practitioners, 5.3% as non-believers and non-practitioners, and 11% did not declare themselves in this regard. Most non-believers and non-practitioners belonged to the group of students (10%), compared with patients (0.7%) and nurses (5.3%). The observed differences were highly statistically significant and most likely resulted from age, as opposed to working or health situation (p = 0.0009***). The majority of students undoubtedly belonged to the youngest age group, and their views on religion differed from adult or elderly individuals. A total of 91.3% of patients, 74.7% of students, and 84.7% of nurses considered themselves believers and practitioners, whereas 8% of patients, 15.3% of students and 10% of nurses had difficulty declaring themselves. Most respondents (in each group) assessed their religious commitment at an average level -'I am rather religious.' Students provided the most diverse responses, some of whom declared themselves as still undecided regarding religious views (Table 1) . There were no statistically significant differences in the approach of the respondents to participation in religious activities. Most of the respondents admitted that they attend religious services once a week. The obtained Kruskal-Wallis result was p = 0.0014**, which indicates differences in the 'intensity' of religious life in the compared groups (Table 2) .
Responses related to the importance of religion in their lives were on the border of statistical significance. Most patients (56.7%) assessed this sphere of life as very important compared with students (46.7%) and nurses (47.7%). Almost 40% of students regarded religion as a rather important or very important part of life. The vast majority of nurses (90%) considered religion important in daily living. The additionally used Kruskal-Wallis test did not provide a statistically significant result (p =0.3342), which ultimately indicates that the importance of religion in daily life did not differ between the groups (Table 3) .
The respondents were asked to identify the five most important values in their lives. The results in Table IV suggest some differences in the views on the hierarchy of values among young people (students), patients, and professionally active individuals (nurses). Good family life (82.7%) and maintaining good health (70.7%) were most important for patients. Students emphasized the importance of good family life (76%), friends (69.3%), and a good education (64.7%). Good family life (92%) and maintaining good health (80%) were most important for nurses (Table 4) . Patients commonly (25.3%) believed that religion might have an effect on the choice of profession, whereas most students (57.3%) were of the opinion that career choice is independent of religion, and every fourth student could not provide a clear answer to this question. Only one in seven nurses (14.7%) admitted that religion has some effects on choice of profession. Other respondents claimed that it is irrelevant (42%), or could not provide a clear answer to this question (43.3%). These correlations were statistically significant (Table 5) . The vast majority of respondents claimed that religion does not prevent one from making new acquaintances. According to the respondents, a different religion or no religion did not prevent making acquaintances with anyone. Negative answers in this regard were provided by almost 80% of interviewees from the analyzed occupational group (Table 5) . These correlations were statistically significant (p = 0.491).
Interestingly, 24.8% of nurses considered religious beliefs to be a factor affecting the performance of work-related tasks (Table 5 ). The opposite opinion was expressed by 48.7% of students and 62.4% of patients. These correlations were statistically significant (p = 0.0002***). Blood transfusion was the most likely procedure to be affected by patients' religious beliefs (50% of patients, 44.7% of students, 58% of nurses) or nurses' religious beliefs (29.3% of patients and 18.7% of nurses). The results are shown in Table 6 . In the case of a conflict between a nurse's therapeutic activities and a patient's religious beliefs, the respondents believed the nurse should assign the patient to another nurse (42% of patients) or discontinue the management of the patient with adequate notification (28.7% of students and 29.3% of nurses). In the case of a conflict between a nurse's therapeutic activities and her religious beliefs, the nurse should assign the patient to another nurse (47.3% of patients, 30% of students, and 38% of nurses). The results are presented in Table 7 .
According to respondents, the most likely authorities for nurses included Mother Teresa of Calcutta (14.4% of patients) and Pope John Paul II (35.3% of students and 42% of nurses). Unfortunately, most respondents had difficulty answering this question (65.3% of patients, 46.7% of students, and 38% of nurses) ( Table 8 ). 
DISCUSSION
Religion and religiousness may modify the interaction between a patient and medical personnel. Therefore, knowledge of a patient's religiousness is a key factor for quality relations between the patient and medical personnel. According to Koenig [16] , physicians are often unaware of reasons why they should devote their time and energy to engage in spiritual conversations with their patients.
Furthermore, a large number of physicians reported that they did not consider themselves experts on the subject, that they felt uncomfortable discussing non-medical issues with their patients. They had no time for such conversations, which, in the author's opinion, results from an insufficient level of knowledge about religion and the spiritual aspect of man. They fear that patients would inquire about the physician's religion and religiousness [16] .
According to Koenig [6, 17] and Hall [18] , several areas modified by a patient's and physician's religiousness may be distinguished in the development of the relations mentioned above. These include making important therapeutic decisions by the patient, the risk of conflicts, conflicts between a patient's religious beliefs and scientific knowledge, the likelihood of spiritual dilemmas, and the level of compliance with medical recommendations. According to the above authors [6, 17, 18] , the possibility of a conflict between a patient's religious beliefs and medical recommendations, which are based on scientific achievements, may be a major problem from the perspective of patient/medical personnel relations.
Hall [18] described the case of a patient with a risk of colon cancer who refused to undergo a regular colonoscopy convinced that the God would listen to his prayers and save him from cancer. He also described the case of a woman who, under the pressure of her religious community, decided to keep her pregnancy and give birth to a child prenatally diagnosed with anencephaly [18] . The study by Koenig [17] shows that increased mortality, regardless of mental or physical health, may be observed in patients with the dilemmas mentioned above. Koenig [17] showed a positive correlation between religiousness and levels of social support, which are associated with the discussed tendency.
High levels of social support, on the other hand, led to stricter compliance with medical recommendations due to the concern of the people around (e.g. reminding patients to take the prescribed medications regularly) and stronger motivation to continue therapy and battle for recovery. The author also found that high levels of religiosity are often accompanied by low levels of depressiveness, and thus increased motivation to act, including active participation in the therapeutic process [17] . Koenig et al. [19] conducted a metaanalysis of forty-two research programs involving nearly 126,000 people. The authors showed that the probability of survival in very religious individuals was higher by 29% compared with those who were less religious. Another study [20] , which included 337 patients from internal medicine, cardiology and neurology departments, showed that 90% of respondents used religion as a way of coping with the disease, and 40% claimed that religion was an important factor which gave them hope for recovery. Ellis et al. [21] showed that 96% of family physicians confirmed that patients' spiritual wellness was an important determinant of health.
The present study shows that religion has no effects on making new acquaintances/friends, as confirmed by 75% of patients, 82% of students, and 78% of nurses. Almost two-thirds of patients admitted that their nurse's religion was irrelevant, whereas one in three patients would prefer it if the nurse were also Catholic.
According to Klaassen [22] , religious ways of coping with stress is defined as a complex process of confronting stressful situations, which does not merely involve simple behavioral indicators, such as prayer or defense mechanisms in the form of denial. They include active and passive, intrapsychic and interpersonal strategies of coping with stress, which is focused not only on the problem but also on emotions [22] . A study by Koenig [16] showed that 60% of patients from the Center of Lung Diseases at the University of Pennsylvania claimed that religious beliefs would significantly affect their decisions regarding the recommended therapies, while 80% of patients admitted that they would be open to talking about their religious beliefs with medical personnel. A 28-year study conducted by Kark et al. [23] , which included 5,286 adults (aged 21-65 years), showed that the probability of death was lower by 23% (risk of error 0.77) in patients who attended religious ceremonies at least once a week. Strawbridge et al. [24] reported similar findings in their 5-year study involving 1,931 individuals (aged 55 years and over); they showed that the probability of death was lower by 24% in those who frequently attended religious services, compared with those who did not participate in religious events. Clerk [25] , in his nine-year observation conducted in the USA involving 22,080 adult Americans (aged 20 years and over), found that the risk of death was 1.87 times higher in individuals who did not attend religious services compared with those who practiced their religion.
McCullough et al. [26] analyzed the relationship between religious commitment and the prevalence of cardiac infarction in a population of Jewish origin. The risk of first cardiac infarction was significantly higher in non-believing Jews compared with Orthodox Jews (4.2 in males and 7.3 in females). The evaluated factors included age, ethnicity, education, smoking, physical activity, and BMI [26] . Meraviglia [27] included 60 adult patients, mostly females aged 33-83 years, diagnosed with lung cancer in his studies. The author showed that more frequent prayer had positive effects on the emotional and physical state of patients. A survey carried out by Hall [28] , which included 154 hospitalized adults experiencing pain (moderate to severe), revealed that prayer was the second, after analgesics (76-82%), means of coping with suffering.
A total of 23% of nurses reported that a patient's religion might affect the type of therapeutic or nursing procedure, such as blood transfusion. According to 13% f nurses, the kind of therapeutic or nursing procedure may also be affected by a nurse's religion. Examples of such procedures included a blood transfusion. A total of 68% of nurses used the statement 'difficult to say'. According to every fourth student, religion may affect therapeutic procedures. A similar percentage of students expressed the opposite opinion, whereas one in three students had difficulty providing a clear answer to this question. Most students argued that a nurse's religion should not affect their therapeutic decisions.
The new guidelines for nursing care emphasize the need to increase the professional responsibility and autonomy of nurses. In the nursing practice, autonomy is understood as the right to make one's decisions related to patient care and being responsible for one's actions. It may be therefore concluded that making decisions is a basis for current and future nursing practice. According to Lauri [29] , decision-making in nursing practice is defined as "requiring a choice of specific nursing management from other available solutions." Narayan and Corcoran-Perry [30] define making clinical decisions as "a mutual interaction between the decision maker and the object of the decision." Cioffi [31] describes decision-making as "insightful thinking used to choose specific, individual and personal solutions." Clark [32] defines decisionmaking as "a process where nurses, using the gathered information on their patients, assess their status and select the best option for nursing care." According to Case [33] , "nursing assessment of a given situation involves selecting and collecting data, which allow supporting the drawn conclusions."
The present study showed that religion might hinder performing work-related nursing tasks, as confirmed by 62% of patients, 49% of students, and 61% of nurses. It should be noted. However, that doubts were raised in each group, and the respondents claimed they did not know if there were such effects.
Mill, citing Beauchamp [34] , argued that it not be violating others' freedoms, but positive reinforcement of freedom should be an expression of respect for autonomy. This becomes, of course, complicated in the medical practice, with the example of mentally ill, unconscious patients, or patients of different religions [34] . This is confirmed by Komrad, citing Wulff [35] , who claims that "disease is a state of reduced autonomy."
In the present study, a nurse faced with the necessity to provide therapy or care against a patient's religious beliefs and a lack of alternative therapy should discontinue the therapy and adequately inform the patient (this opinion was supported by 29% of nurses; 30% of nurses had difficulty providing a clear solution). In a situation when a nurse is faced with the necessity to provide therapy or care against their religious beliefs, the nurse should assign the patient to another nurse, as indicated by 38% of respondents.
CONCLUSIONS
1. Patients relatively often claimed that religion might have some effects on choice of profession, and most respondents did not consider religious beliefs an obstacle in making new acquaintances or performing work-related tasks. 2. In the case of a conflict between a nurse's therapeutic activities and a patient's or nurse's religious beliefs, the nurse should assign the patient to another nurse.
